The important role of comprehensive assessment in recognising the need for and organising often complex care regimes for individual older people is widely accepted. However, the process of carrying out such assessments continues to present challenges to those involved, as it frequently requires people to work in different settings and across professional and agency boundaries.
Introduction
There is strong evidence that comprehensive assessment, when followed by the implementation of individual care plans, reduces the risk of older people being re-admitted to hospitals or placed in care homes. It also improves their survival rates and improves physical and cognitive functioning (Robinson & Turnock, 1998) . It is a critically important determinant of successful rehabilitation. The importance of a comprehensive approach to individual needs assessment in order to establish fully a person's needs is widely acknowledged (Health Committee, 1998) .
The Government has recognised the need for improvements in the process of assessment in order to take forward the key policies of promoting independence and addressing social exclusion. The Better Service for Vulnerable People agenda (DoH, 1997) required health and local authorities to review their current practice of multi-disciplinary assessment of elderly people with complex needs during 1998/1999. During 1999/2000 they must agree a framework for the multi-disciplinary assessment process. This was re-inforced in a subsequent Executive Letter (DoH, 1998) , which stated that assessments should provide the information necessary to develop care plans which help users as far as possible to achieve their personal goals. Arrangements must enable the assessment of an individual's medical, social, psychosocial, functional and environmental needs. The process involves contributions from a range of professionals and can take place in a number of settings and over different time periods.
Shortcomings in current practice: Assessment in the community
The implementation of the NHS & Community Care Act 1990, saw the responsibility for assessing the needs of individuals for community care services placed with the local authorities. Not all older people require a full comprehensive assessment. In Better Services for Vulnerable People -Maintaining the Momentum (DoH, 1998 , Annex C) a continuum of circumstances which may trigger an assessment is described. Agencies should check that they have systems in place to ensure that comprehensive assessment is targeted on those who need it.
When a person is identified as having complex care needs, assessment may be undertaken by different people at different times. The way in which assessment services are organised varies between authorities, with some providing them through specialist teams and others operating a mixture of specialist and generic teams (Challis, D et al., 1999) . Demand is managed by methods including screening, eligibility criteria, ceilings on expenditure and using up to three different levels of assessment according to the level of user service need.
In the context of community care, local authority staff are responsible for identifying the need for assessment of health needs, in addition to the need for social care services. They should seek the involvement of health care professionals in the assessment process. This does not always happen and can result in treatable conditions not being recognised and dealt with.
Assessment in a hospital setting
The importance of adopting a rehabilitative focus in working with older people and their carers from the outset is critical to keeping open the option to return home with suitable support. In the light of the NHS and community care reforms, it has become increasingly important for members of multi-disciplinary teams to be accurate in their assessment of the functioning of older people and their ability to cope at home (Frankum, J.L., et al., 1995) .
One of the most significant implications of 'pre-judged' referrals for residential and nursing home care is that by the time assessment is started patients and their carers are often resigned to the belief that a return home is no longer possible. Opening up this option is often met with resistance (DoH, 1995) . There is also a growing body of evidence to suggest that, had they been given appropriate rehabilitation support, many older people currently in long-term institutional care, would have been able to return home.
Once admitted to hospital, the quality of the initial assessment of a frail older person, and the documentation and dissemination of its findings play a pivotal role in the subsequent exploration of a patient's care needs and the options following their discharge (DoH, 1995) .
The skills and knowledge of junior medical staff, nurses and occupational therapists are key in the assessment of older patients (Taraborrelli, P et al., 1998) . Evidence suggests that staff in care of the elderly, geriatric and rehabilitation wards are more knowledgeable about the medical, social and continuing care needs of the elderly than those working on acute / surgical wards.
Each profession has its own approach to assessment, often reflected in the use of tools or documentation specific to this approach. If these assessments are to be useful in the planning of a patient's treatment and discharge, they need to be holistic and properly documented, in order to contribute to the wider process of care management and discharge planning (Henwood, 1994) . For some older people with complex care needs, hospital staff need to make a referral to social services for a community care assessment. Such referrals need to be appropriate and timely. An inspection of hospital discharge arrangements for older people in eight local authorities found that they are often unsatisfactory because agencies disagree as to where their responsibilities lie (Horne, 1998) . Although arrangements are improving, much work remains to be done.
Sharing assessment information
Whatever the level of assessment, the flow and quality of information from the community to the hospital and back are critical, yet the findings of the limited available literature in this field indicates many unresolved and long-standing problems with communication across the hospital-community interface.
The Health Select Committee found that the current assessment process is still fragmented between different professionals and agencies (Health Committee, 1998) . Users and carers often have to repeat their story to several different professionals and they may face several different assessments. This duplication is wasteful of scarce resources. There is a tendency for different agencies to concentrate on different conditions. A lack of co-ordination frequently hinders the development of comprehensive assessments. In taking evidence the Committee heard frequent reference to what amounts to a breakdown in communication between agencies, exacerbated by misunderstandings and by caution over confidentiality.
Implementing Government policy will require agencies to work together to provide integrated services (DoH, 1998a) . 'Information for Health' (NHSE, 1998) acknowledges an urgent need for clear national policy around the sharing of personal data between NHS and social care professionals. The sharing of a comprehensive assessment record would surely be in the best interests of all parties. It might best be achieved through Primary Care Groups and Primary Care Trusts, which in addressing patients' needs must collaborate frequently with local authority services. They are perhaps well placed to develop local referral guidance and agree protocols for comprehensive needs assessment.
There are some examples already of GP practices pioneering new assessment tools and processes in order to provide better services for older people on their lists. At the West Byfleet Health Centre an interagency patient held record has been developed as part of a project to achieve an integrated approach to patient care (Dunstan, 1999) .
A number of different approaches to the assessment of older people's needs in general practice are being piloted through the Primary Care for Older People Project, a programme of development, education and research from the Royal Free and University College London Medical School.
Assessment practice
A study on assessment procedures undertaken by the Social Service Inspectorate (DoH, 1993) found that
• there was a great deal of variation in the content and quality of the documentation
• there was a tendency to focus on describing rather than analysing need
• too few health care staff were involved in assessment
• there was no clear linkage between the identification of problems and the formulation of responses • the focus was on the placement of older people and the construction of complex care packages, not user goals and outcomes
• assessment tools tended to focus on functional domains and financial issues
Ideally information collected during assessments should be useful to a variety of people, since complex needs require health and local authority interventions. The assessment should cover the domains relevant for intervention by each of the agencies providing services, and should lead to the same identified needs whichever professional undertakes it and wherever it takes place (Carpenter, 1998) . In order to provide an optimum level of care, an assessor must be abled to identify problems which lie within the domain of another professional.
A set of benchmarks for assessment practice has been suggested (Nolan & Caldock, 1996) and this is shown in Table 1 (1) . Table 1 . A good assessor will:
(1) empower both the user and carer -inform fully, clarify their understanding of the situation and of the role of the assessor before going ahead;
(2) involve, rather than just inform, the user and carer, make them feel that they are full partner in the assessment; (6) establish a suitable environment for the assessment, which ensures there is privacy, quiet and sufficient time;
(7) take time -build trust and rapport, and overcome the brief visitor syndrome; this will usually take more than one visit. (1) Nolan, M.& Caldock, K. (1996) The Government's continuing emphasis on the importance of integrated, co-ordinated and collaborative working between agencies and professions is to be welcomed. Good assessment practice is clearly dependent on good joint working.
Barriers to good joint working remain and are well documented. They include:
• Lack of common understanding / vision
• Ignorance of other people's professional roles and capabilities
• Divergent professional and organisational cultures
• Different values To meet the challenges, partners will need to:
• Ensure that the need for, and purpose of, partnership working is widely under stood and accepted within and across the different organisations • Identify and plan to overcome cultural, structural and resource obstacles to effective cooperation • Agree clear agendas and frameworks for partnership working that will align 'grass roots' and top level activities and take account of the planning and performance management processes of all then organisations involved • Find new ways of engaging the different communities who are intended to benefit from the changes.
Partnership in Action (DoH, 1998a), suggests some ways in which boundary problems might be tackled to address some of the barriers to effective joint working, including enabling authorities to pool budgets, to integrate the provision of services and to nominate a lead commissioner for a particular service.
Tools and instruments
There is considerable variety in the structure and content of assessment documentation (DoH, 1993) . Systematic analysis of a range of documents used for comprehensive assessment of older people in 50 local authorities across the UK was recently undertaken (Stewart, K. et al., 1999) . The aim was to see the extent to which they covered 33 assessment domains, grouped into four areas: functional domains; cognitive mood and psychosocial domains; social environment domains; and clinico-medical domains (see Table 2 ) (2) . Activities of daily living were found to be covered to some extent on the majority of documents, as were the instrumental activities of daily living. Very few documents were designed to pick up information on the potential for rehabilitation. The majority of forms were designed to collect some information on cognitive patterns, mood state and social activity; very few collected this in any detail. Overall it was found that there was enormous variability between the documents. Worryingly, the authors conclude that it would be difficult for a number of the forms to have been an effective influence to enhance knowledge, or act as guidance for the assessment process, since they omitted critical aspects of need.
Only 24% of the forms were used jointly by health and social services, leaving the majority of social services staff to seek specialist assessments from health, housing and other professionals, where they thought it necessary.
A number of new standardised assessment tools (well-researched and validated, and enabling consistent assessment practice) have been developed recently to address these issues.
Appendix 1 gives details of these and also lists some of the most widely used existing tools.
Standardisation of assessments can be useful in a number of ways (Carpenter, 1998 ):
• To guide the assessor towards good practice
• To inform the user and carer
• For individual service planning, based on identified care needs )
• To allow for service review
• For agency accountability
• For population needs assessment
• To aid research comparisons of patterns of service provision Whatever tools and instruments are used it must be emphasised that assessment is only the first stage in the process of providing support to meet needs. The views and aspirations of the older person and their carers must be taken into account. Professionals who know about and can access services and support which will properly meet the individual's needs must be involved with them in the decision making process about care plans and subsequent reviews.
Whilst much information is collected that may have a bearing on need, little in the way of analysis of that need and creative problem solving has yet become widely manifest (Nolan & Caldock, 1996) . The continuing debate about and the development of new tools supposedly to support the assessment process is illustrative of the problems. Many existing tools are uniprofessional. The more comprehensive ones are perceived as too complicated and time consuming. They demand either that a number of different professionals complete sections relating to their professional domains or that each is willing to accept another person's assessment in their area of competence.
In some localities, groups of people from different professional backgrounds have chosen to come together to devise their own local assessment tool. This often involves cobbling together sections from other well-known forms. The process involved has the merit of making people work together, thus enhancing the probability that the resulting tool will be 'owned' and therefore more likely be used by all of them.
To an extent it does not matter what tools are used provided that all relevant information is collected and considered. The debate about tools is easy to grasp. It is relatively easy to focus work on developing a new tool. It is, however, a distraction from the underlying problem -how to improve the assessment process. This is arguably a much more difficult challenge, given the barriers to joint working outlined earlier.
Where good will and an agreed vision has been allied to strong leadership, there are examples of multi-disciplinary/multi-agency teams which have succeeded in putting in place joint assessment processes. Even these do not always encompass the full range of professional participation which might be seen as relevant to good individual assessment. It does seem that success is dependent on the relationships and trust between particular people. It works best when a limited number of people are involved, working closely together over time and often sharing the same base. These circumstances tend to be the exception rather than the rule in service delivery terms.
The question remains therefore about how recognised good practice and integrated working can be translated to assessment processes which must of necessity cross setting, professional and agency boundaries. In these circumstances, relatively large numbers of people will be involved and must all agree and adhere to new working practices if whole system changes are to become a reality. Primary Care Groups may be best-placed to take a lead in changing cultures, promoting integrated working and thus enabling change. when assessing for placement
• Room to add further questions according to local need
• On completion, casework is needed to make the necessary referrals and follow-ups
• The structural nature of the form allows for aggregation of client data for planning and audit purposes Easy has been developed by the World Health Organisation Easy Development Group.
There are plans to aggregate anonymised data from participating countries through a WHO database for research into population health and well-being of older people.
Easy is available free and without restriction for use within the NHS. • Covers a broad range of assessment domains
• Designed specifically for use with older people with complex care needs by social care professionals in non-institutional settings
• Designed so that specific responses to certain items 'trigger' reference to 30 client assessment protocols (CAPs), contained in the MDS -HC Manual, guiding the assessor towards good practice
• CAPs give relevant background information on the identified problems that may require intervention from health care professionals or other services. Some help to identify people who may benefit from rehabilitation
• By repeating the assessment at intervals, changes in each of the assessment domains can be monitored over time to show outcomes of interventions
• The structured nature of the form allows for aggregation of client data for planning and audit purposes MDS -HC was developed by an international group of researchers and clinicians in elderly care. It is being piloted in the UK in a number of local authorities and health service trusts.
Software support will soon be available. 
